Proper valve positioning is best achieved by working in a 2-dimensional x-ray fluoroscopic view that is perpendicular to the native valve/annulus (e.g., the "coplanar view"). Various imaging techniques and modalities, including standard aortic root x-ray angiography, multidetector computed tomography, and 3D angiographic reconstructions of the aortic root generated by rotational C-arm x-ray angiography, for the x-ray gantry determined by coplanar marker alignment (white line) in the 3D echo-X-ray navigation, demonstrating an appropriate angiographic deployment view for use during TAVR. (E) Immediately after TAVR and during sinus rhythm, the colored markers remain in coplanar alignment to the aortic annulus while the final valve orientation confirms an ideal optimal angiographic deployment projection. The green check mark (C to E) depicts the head of the transesophageal echocardiography probe that has been automatically co-registered with the x-ray system.
Letters to the Editor The data in the present study show some intriguing differences in blood T1 between groups. Post-contrast blood T1 is higher for bolus than for infusion in all subjects except for the healthy and the HCM-remote groups. This includes therefore all cases of high ECV (i.e., the Amyloid, HCM LGE Zone, and Infarct Zone groups in Table 1 in White et al. (1)). As such, the relative difference in blood T1 between bolus and infusion (with pre-contrast T1 as the reference) is up to 4.3 times higher in the high ECV subjects compared with the healthy or HCM-remote group.
The lower DR1 for blood with the bolus approach in 
